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INTRODUCTION 



To everything there is a season— a season of living, 
of death, and of rebirth. More than any other season, 
Springtime embodies the concept of renewal and the 
cyclical nature of life. In this edition of THE GROG, 
we mark this time of year with original stories of be- 
ginnings and ends, of births and deaths and, ultimate- 
ly, rebirth. 

In our cover story, "The Life, Death and Rebirth of the 
Old Naval Hospital," art historian Kamissa Mort tells 
the tale of a building that served as the home for the 
Naval Hospital Washington, DC, from 1866 to 1906, 
and the Naval Hospital Corps School from 1907 to 
1911. Despite suffering years of neglect and decay, 
this building has recently found new life as a recre- 
ational facility. 

We follow this with a fascinating discussion between 
oral historian COL Richard Ginn and CAPT Robert 
Koffman about the development of mental healthcare 
services and support throughout the Global Contin- 
gency Operations in Afghanistan and Iraq. 

In "Remembering HMCM William Charette," Navy 
Historian Mark Hacala looks back on the career of a 
hospital corpsman and Korean War Medal of Honor 
recipient who died this past March at age 78. With 
Charette's passing, we are reminded not only of his 
heroism on the battlefield but of his contributions to 
Navy medicine over his 26 years of service. 

Finally, we look at the Navy Dental Corps, which 
turns one hundred years old in 2012. After being 
established by Congress, steps needed be taken to 
recruit and select the first dentists. In this issue, we 
present Dr. Emory Bryant's proposal for examining 
the Dental Corps' future "plankowners." 

As always we hope you enjoy this humble ocean 
voyage on the seas of Navy medicine's past. 
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Stereoview of Old Naval Hospital 
BUMED Library and Archives 



The Life, Death and Rebirth of the Old Naval Hospital 



By Kamissa Mort 



During the Civil War two 
major building projects 
continued uninterrupted 
in Washington, DC. One was the 
completion of the iron-cast Capitol 
dome, a project first begun in 1855 
under the watchful eye of architect 
Thomas Walter. The other, and less 
well-known, was the construction 
of a small naval hospital on the 900 
block of Pennsylvania Avenue, SE. 
The new Navy hospital was built at 
the height of the war to serve the 
over-flow of patients being treated 
at the makeshift naval hospitals 
at the Marine Corps Barracks (at 
Eighth and I Street) and at wards in 
St. Elizabeths Hospital, but was not 
completed until 1866. 

Benjamin Henry Latrobe was the 
first architect to submit plans for a 
permanent naval hospital in Wash- 
ington, DC, but the War of 1812 and 
insufficient funds kept his proposal 
from being realized. Even though a 
plot of land between ninth and tenth 
streets on Pennsylvania Avenue, SE, 
was purchased on 4 June 1821 for 
use by a permanent naval hospital 1 , 
it would take 50 years, and another 
war, before a permanent naval hos- 
pital was constructed on this site. 
The Civil War had an incredible 



impact on the growth and evolu- 
tion of the U.S. Navy. At the start of 
the war, only eight thousand sail- 
ors were enlisted. Three years into 
the conflict, Secretary of the Navy 
Gideon Welles reported to President 
Lincoln that the Navy was 50,000 
members strong— a powerful force 
and one that made a significant dif- 
ference in the success of the Union 
cause. With the growing impor- 
tance of the Navy came the grow- 
ing importance of the Washington 
Navy Yard. The Navy Yard became 
especially relevant as several of the 
nations most prolific Navy Yards in 
the South fell under the control of 
the Confederacy. Because of the in- 
creased activity at the Washington 
Navy Yard, and the centralized loca- 
tion of the capital city to several the- 
aters of action, Washington became 
one of the Civil Wars main medical 
relief locations. 

The sheer number of patients 
seen during the Civil War is dif- 
ficult to comprehend. Ten million 
soldiers and sailors were injured 
over the course of the 4-year pe- 
riod, thousands of them flooding 
into Washington to be treated. It 
was in this melee in 1864 that Con- 
gress appropriated $25,000 toward 



the construction of a 50-bed naval 
hospital. Considering this context, 
the biggest question about the "Old 
Naval Hospital" has always been the 
simplest ones: Why was this hos- 
pital built? And why, during the 
bloodiest conflict on American soil, 
was a hospital of this small size and 
capacity constructed? Here is one 
possible answer to that question: the 
Naval Hospital was meant to serve 
the Navy Yard, and therefore the 
U.S. Navy. Perhaps it was built on 
the commitment that there would 
be a U.S. Navy after the Civil War 
had ended. The construction of this 
more modest building was actually 
symbolic of the belief that when the 
dust cleared, the Union would still 
be standing. Like the continued 
construction of the Capitol dome, 
the new hospital was meant as a 
symbol of hope and optimism, a 
promise that the country would be 
whole again soon. 

With the funds and plans finally 
in place, ground was broken on the 
hospital in the summer of 1864. For- 
mer Architect of the Treasury, Ammi 
B. Young oversaw the construction. 
His characteristic combination of 
classical architectural elements and 
modern technology is apparent 



1. Before the "First" permanent Navy hospitals were constructed in Portsmouth (VA), Philadelphia (PA), Portsmouth (NH), Chelsea (MA), Pensacola 
(FL), Brooklyn, (NY) and Washington (DC), and even before the "first" parcel of real estate was purchased for use as a Navy hospital site (in Washing- 
ton, DC, in 1821), sailors and Marines were treated at makeshift Navy facilities and Marine (later Public Health Service) hospitals spread throughout 
the eastern seaboard from Charleston to Boston, as well as New Orleans, and even overseas in Port Mahon (Minorca), Syracuse (Sicily) and Gibraltar. 
Temporary hospital facilities were also common practice in the U.S. Army at this time. 
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Benjamin Latrobe's "Naval Hospital 
and Asylum Plans," ca. 1812. 

Library of Congress, Latrobe Papers 



throughout the building. The whole 
structure was geared toward the safe 
recovery and recuperation of its in- 
habitants. Built in a quadrant forma- 
tion, with long corridors extending 
North-South and East- West, light 
and air traveled freely to all of the 
rooms. Cast iron stairs were put on 
both the front and back doors of the 
building, a method of fireproofing 
the exits. Being committed to pro- 
viding convalescing sailors a place 
outside of the building, Young had 
the grounds carefully landscaped 



and enclosed within a monumental 
seven-foot tall cast iron fence. 

It took just under two years for 
the project to be completed and the 
hospital welcomed its first patient, 
an African-American sailor named 
Benjamin Drummond, on 1 Octo- 
ber 1866. 

By that time, the Civil War had 
been over for three months, but the 
hospital was perfectly situated to 
serve its official purpose, as a much 
needed addition to the Navy Yard. 
Early records show that the hospital 



was quite busy, accepting an aver- 
age of 137 patients a day. This rush 
was seen as more of a problem than 
a success. In 1875, less than a decade 
after the hospital was opened, Con- 
gress investigated shutting it down. 
By 1902, the Secretary of the Navy 
was begging for a new hospital, 
claiming that the Navy Hospital was 
antiquated and insufficient. Con- 
gress could not deny these pleas and 
in 1906 a new facility was built and 
the Old Naval Hospital was aban- 
doned. 
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The story of the Old Naval Hos- 
pital does not end there. Although 
it was closed as a medical facility in 
1906, it served as home to the Naval 
School of Instruction (later known 
as the Navy Hospital Corps School) 
from 1906 to 1911. From 1922 to 
1963, it served as the Old Soldiers 
and Sailors (or Temporary Home 
for Soldiers and Sailors). Since that 
time, the building was virtually 
empty and was left to neglect and 
decay. 

In the early 2000 s, a group of 
concerned Capitol Hill residents 
gathered together to explore the 
possibility of restoring the Old 
Naval Hospital building. Led by 
Greg Richie and Karl Kindel, the 
"Friends of the Old Naval Hospital" 
was founded to draw attention to 
the history and significance of the 
structure. In this mission they suc- 
ceeded. The hospital was finally on 
the preservation radar and the city 
of Washington called for submis- 
sions for what to do with the build- 
ing. 

The "Old Naval Hospital Foun- 
dation" was formed in 2002 as a 
non-profit corporation to present 
a proposal to the city to reopen 
the hospital as a community cen- 
ter where neighbors and friends 
could gather to trade ideas, skills 
and knowledge. With a 5.4 million 
dollar grant from the city of Wash- 
ington, $250,000 from the Capitol 
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Benjamin Drummond's hospital admission ticket, 1866. This 
document reveals that Drummond was a 24-year old black male, 
who stood 5'4" tall and weighed 127 pounds. Drummond was 
admitted to the hospital for a wound originally received in 
action off the coast of Texas in 1863. 
National Archives 



Hill Community Foundation, and 
$150,000 from Save Americas Trea- 
sures, the Old Naval Hospital was 
reborn as "The Hill Center" in Sep- 
tember 2011, a place where history 
and new experiences are shared to- 
gether. 



ABOUT THE AUTHOR 

Kamissa Mort is an art and archi- 
tectural historian living in Port- 
land, OR. This article is written with 
thanks to the Friends of the Old Na- 
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The Navy School of Instruction 

The true beginning of the Hospital Corps exists in a haze 
of the U.S. Navy's first full century when sailors, most 
with little or no medical knowledge, would be detailed 
to ship sick bays to assist Surgeons and Surgeons Mates. 
These pioneer medical bluejackets were called "loblolly 
boys," and later "baymen ' "surgeon stewards," and "hos- 
pital stewards." They received meager instruction and 
they were never officially part of the Navy Medical De- 
partment. This changed soon after the outbreak of the 
Spanish-American War when Congress formally estab- 
lished a Navy Hospital Corps on 17 June 1898. The first 
hospital apprentices received on-the-job instruction in 
nursing, first aid, hygiene, and sanitation at naval hos- 
pitals. Unfortunately, this training did not keep up with 
the advances in medicine and by 1900 it became clear 
that a systematic training course was necessary for in- 
culcating the new hospital corpsmen into the practices 
of naval medicine. The solution was the "School of In- 
struction." First established at Naval Hospital Norfolk 
(Portsmouth), VA, on 11 August 1902, this first school 
of training for Navy Hospital Corpsmen relocated to 
Washington, DC, in 1907. From 1902 to 1911, this in- 
stitution trained 777 members of the Hospital Corps in 
a basic course. The three-month course of study cov- 
ered ward work, nursing, first aid, bandaging, operating 
room and general surgical nursing, anatomy and physi- 
ology, material medica and pharmacy, hygiene, cleri- 
cal work, and cooking exercises. In addition, corpsmen 
were required to exercise 6 days per week, perform "po- 
lice work" 6 days per week, and undergo inspection 5 
days per week, and regular drills (infantry, stretcher, sig- 
naling, etc.) 30 minutes, 5 days per week, for 2 months. 
Instruction was by lecture, quiz, classroom exercise, and 
practical work. 




ABOVE. First graduating class, October 1902 

Photos from BUMED Hospital Corps School Collection 

Schedule of Classes 

Established in 1902 

Norfolk Class 1: 2 Sep to 15 Dec 1902 

Norfolk Class 2: 28 Dec to 4 Apr 1903 

Norfolk Class 3: 15 May to 1 Sep 1903 

Norfolk Class 4: 1 Oct 1903 to 4 Jan 1904 

Norfolk Class 5: 1 Feb to 2 May 1904 

Norfolk Class 6: 17 May to 2 Sep 1904 

Norfolk Class 7: 4 Oct 1904 to 3 Jan 1905 

Norfolk Class 8: 1 February to 29 Apr 1905 

Norfolk Class 9: 22 May to 20 Sep 1905 

Norfolk Class 10: 20 Nov 1905 to 21 Mar 1906 

Norfolk Class 11:21 Mar to 2 Aug 1906 

Norfolk Class 12: 29 Aug 1906 to 10 Jan 1907 

Norfolk Class 13: 17 Jan to 18 May 1907 

Moved to Washington, DC (Old Naval Hospital) in 1907 

Washington Class 1 (aka Class 14): 1 Oct 1907 to 15 Jan 1908 

Washington Class 2 (aka Class 15): 18 May to 10 Aug 1908 

Washington Class 3 (aka Class 16): 1 Nov 1908 to 26 Feb 1909 

Washington Class 4 (aka Class 17): 1 Apr to 15 Jul 1909 

Washington Class 5 (aka Class 18): 1 Sep 1909 to 31 Jan 1910 

Washington Class 6 (aka Class 19): 1 May to 25 July 1910 

Washington Class 7 (aka Class 20): 1 Sep 1910 to 1 Feb 1911 

Total number of Norfolk graduates (1902-07): 500 

Total number of Washington graduates (1907-11): 277 

Total number of SOI graduates (1902-11): 777 
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A Discussion with Navy Psychiatrist 
CAPT Robert Koffman: Part I 



By COL Richard Ginn, MSC, USA (Ret.) 



The Office of Medical History recently recorded an oral history interview with CAPT Robert L. Koffman, MC, 
Deputy Director of Clinical Services at the National Intrepid Center of Excellence (NiCOE), in Bethesda, MD. 
NiCOE is dedicated to the treatment of service members with traumatic brain injury and psychological health 
issues, and CAPT Koffman's position is the capstone to his life's work in deployment mental health. This article 
includes several excerpts from our interview. They have been edited for length and, in some cases, for clarity. 

CAPT Koffman, a graduate ofWhittier College, earned an MD degree from the University of Santo Tomas, an 
MHAfrom Harvard, and is board certified in psychiatry and aerospace medicine. As an intern in 1983 at Dea- 
coness Hospital in St Louis, MO, he heard a presentation by a Navy recruiter, dressed in the service white uniform, 
who showed film clips of Naval aviation. Koffman was hooked. He liked the uniform, wanted to fly jets, and he 
joined the Navy. He completed the Flight Surgeons Course in 1984, and served as a flight surgeon with Marine 
Corps units at Cherry Point, NC, and Camp Pendleton, CA. In 1994, he was the first psychiatrist assigned as 
the senior medical officer aboard an aircraft carrier. Other assignments have included Division Psychiatrist, 2d 
Marine Division; Surgeon, 2d Marine Aircraft Wing; Force Medical Officer, First Naval Construction Battalion 
(Seabees), and Director of Deployment Health, BUMED. 

Over the years CAPT Koffman's focus has been on deployment health and Combat and Operational Stress Control 
(COSC). This began in 1990 during his psychiatry residency with a deployment to Operation Desert Storm (he 
paid his own airfare). In 2003, he deployed as the first Combat Stress Consultant for I MEF, and since then has re- 
peatedly deployed to Iraq and Afghanistan as a leader of mental health teams, as well as serving as the COSC con- 
sultant for the Navy Surgeon General. He has been a major force in developing those programs for the Individual 
Augmentee (IA) population, and is regarded as the "Godfather" ofIA COSC. While he has been deeply involved 
in the development of COSC, he has continued to maintain a heavy patient care practice at every step of the way. 



*** 



RG: CAPT Koffman, you describe flying a large variety of naval aircraft, but at one point you discovered your 
high performance aircraft days were at an end. 

RK: I had "stone hands." In fact, I think I was the only one in the entire class to that date who received a "down," 
which was probably important for me to realize how dangerous I was. Unfortunately, the student flight surgeons 
were treated very differently at that point. I never had an on-wing, I never had the same instructor; so I never had 
the benefit of really learning a particular technique. On my fifth flight a Marine instructor told me, "Doc, I know 
that we re supposed to just kind of watch you guys and keep you safe, but I've got to tell you that you're going to kill 
yourself if you continue." So I got a down. Actually, it was the best thing, because I have a lot more respect for the 
training pipeline as well as the additional training that I got. But it short-circuited my ability to solo. 
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RG: Your residency took a distinctive turn when as an "elective" rotation you volunteered to deploy to Opera- 
tion Desert Storm, where you ended up as a medical officer in an Iraqi detainee camp. 

RK: I went to Iraq to learn about combat stress during the time of war. I thought I was going to learn it in care 
for our troops as the only "doc" for several thousand. Instead, quite serendipitously, I learned it with more than 
10,000 enemy prisoners of war, where I got a chance to study and learn combat stress in the most extraordinary 
way — with the enemy — over the course of those five or six days of the ground war. Keep in mind that this was not 
the well-trained Republican Guard that we had coming in by the thousands into our enemy prisoner of war camps. 
This was the hapless conscript who basically was abducted by Saddam [while] on his way to the corner for a pack 
of cigarettes. 

That's where I became a believer in combat stress. These individuals, these hapless conscripts, had been hun- 
kered down in bunkers for thirty days with B-52s reigning down on them, being fed a cheese stick, half a cup of 
rice, and partially desalinated water. Everybody had belly pain; everybody had diarrhea because of the water they 
were drinking. Saddam was paying them in counterfeit dinars. Everything that goes into the genesis of a combat 
stress casualty: the lack of training, support for the mission, preparedness, physical conditioning, and belief in 
the purpose and the legitimacy of the effort; all of those things that create resilience, or on the contrary create the 
likelihood of somebody becoming a casualty. I had a chance to study and learn, and to have that reinforced in the 
most dramatic fashion. 

RG: Your assignment in 1997 as the senior medical officer on an aircraft carrier, a first for a psychiatrist, was 
not initially appreciated by the skipper. Describe your welcome. 

RK: Interestingly, I had the great opportunity to serve with one of the finest Navy line officers I've ever worked 
with in my career, but my initial meeting with him did not go well. I checked on board, and the CO at my very first 
department head meeting said rather disgruntedly to all of my fellow HODs, (heads of departments) , "I'd rather 
have a nutritionist than a damn psychiatrist on my ship." He was serious, and I knew I had my work cut out for me. 
I was actually the first aerospace medicine-trained psychiatrist in the fleet, and this was a time that the Navy had 
only recently installed psychologists at sea. In fact, in 1996, the Navy had just finished a demonstration program 
to show the utility of TDY/TAD [temporary duty/temporary duty assigned] psychologists at sea.* 

RG: The beginning was inauspicious. What turned it around? 

RK: Before TDY or TAD psychologists came to sea, senior medical officers were basically held hostage by a hand- 
ful of character disorders, literally individuals who were threatening suicide. The ships mission had to be compro- 
mised to be able to fly individuals off who were suicidal, and there were several sea stories about patients who had 
committed suicide or attempted suicide at sea. Furthermore, the sick bay in medical spaces is no place to keep a 
patient. In fact, I know of one poor outcome where an individual actually committed suicide while he was in the 
sick bay, overdosing on some anti-malarial medication. So patients with psychiatric problems were the bane, re- 
ally, of the carrier-readiness group. 

An exceptional thing, I think, that we were able to do at sea was to sensitize the CO to the utility of having men- 
tal health capability on board. I mentioned his comment that hed rather have a nutritionist on his ship. That was 
before one particular sailor s attempt at suicide that I'd warned about. I knew this guy had a profound personality 
disorder, and I had recommended that the captain discharge him. Back then, COs were loath to discharge any of 
their members. In this particular case, I had warned that the sailor was very impulsive and very primitive in his 



f In 1996 LT Helen Holley, MSC, was TAD aboard the USS Kitty Hawk as the first clinical psychologist. 
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defenses, but the CO told me that he was not going to take my recommendation for discharge. I realized that's 
almost a silver bullet, but something I needed to be able to stand behind when I thought somebody was going 
to be problematic. Sure enough, this young sailor, while he was standing tall before the captain at captains mast, 
collapsed, having overdosed on his anti-hypertensive medicine— strategically one hour prior to going up to the 
captains mast. We heard a medical alert called away. We responded, and there was a sailor known to me as this 
very troubled young man who had now collapsed and was in shock. He had almost no blood pressure from his 
overdose. We were able to resuscitate and save him, but that was, if you will, a turning point in the captains ap- 
preciation for my ability to look into a typically very murky crystal ball in terms of who was salvageable and who 
was not. 

The captain became very interested in my field after that, so much so that he hadn't appreciated how difficult 
the background of many of his sailors was; in other words, how profoundly abused many of them had been. He 
had three sons, I believe, who were all in fine schools with nice teeth, and were really upstanding model citizens. 
I think the CO was a little, perhaps, naive in the sense of the ubiquity of abuse and the backgrounds that some of 
these sailors had come from. I had patients who had been pushed out of second story windows and patients who 
had burns from their parents' cigarettes. He was really intrigued, if not disgusted, by a lot of abuse that seemed to 
follow problematic sailors. 

So we started, for lack of better words, a sort of group therapy in his in-port cabin while we were stationed at 
Bremerton [ WA] . On the weekends, he would have me bring eight to ten sailors up to his cabin, and we'd sit down 
and just talk about what obstacles they had overcome to get to where they were. It was a very profound experience 
for him, connecting with his sailors in a way in which he wasn't necessarily being seen as the commanding officer 
of the ship. In fact, we would go around the circle and each individual would introduce themselves a la group 
therapy, and when we got to the CO, he would introduce himself by his first name, last name, and no rank. It was a 
little surreal to hear the most powerful man in this battle group being so commonplace in terms of his informality. 



One of the most heartfelt things that Yd ever experienced was watching these Marines be 
reunited with their wounded buddies. There were no families; it was just the wounded lined 
up on the pier when we pulled in. They carried Marines onboard who were in wheelchairs 
to show them some of the war trophies that had been affixed to bulkheads on the ship, just 
to give the wounded a sense of mission completion. It was an emotional experience for all. 



RG: Your welcome aboard was not pleasant. How was the farewell? 

RK: My wife continues to remind me that I was the only department head that he actually thanked and named 
at his farewell; I think it was for "teaching him how to be a better person." It was tremendously gratifying three 
years after being snarled at and told that basically I was unwanted because I was a psychiatrist. Incidentally he was 
picked up for flag rank for a very successful carrier tour. We deployed to the Gulf and did great things. We had a 
great medical program, to include wellness, prevention, nutrition, therapeutic touch and all of those things that I 
was interested in offering the ship. 
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Probably the single most important contribution, revelation, or mission in my (at that point) 25 years 
was identifying ... the emergence of this individual called the "IA," Individual Augmentee. 



RG: In 2003, you deployed to Iraq where you joined Task Force Tarawa and the 1st Battalion, 2d Marines, 
which had encountered heavy action in Al Nasiriyah. You sailed back to the States with them aboard the USS 
Ponce. During this journey you learned how important it was for these Marines to be alone with each other 
before they would be surrounded by family and friends at home. The trip enroute to Camp Lejeune included 
linking up in Wilmington, DE, with their buddies who had previously been medically evacuated to the States. 
How was that? 

RK: One of the most heartfelt things that I'd ever experienced was watching these Marines be reunited with their 
wounded buddies. There were no families; it was just the wounded lined up on the pier when we pulled in. They 
carried Marines onboard who were in wheelchairs to show them some of the war trophies that had been affixed to 
bulkheads on the ship, just to give the wounded a sense of mission completion. It was an emotional experience for 
all. It was a joyous experience. 

One of the things that triggered my understanding of the need to decompress before arriving home, was a corpo- 
ral asking me what he should do upon learning that his buddy was going to be waiting for him at the grinder later 
that day, and in this existential sort of crisis asking me who he should hug first, his buddy— whom the last time he 
saw him was stacked with bodies like cordwood on a Humvee— or his wife and kids. It was almost a decision that 
was too easy to make. 

Why don t we give the wounded the opportunity to spend some quality time with their comrades in arms be- 
fore the contamination, if you will, of the reunion? And I say contamination because I think at that point I really 
learned that any work that needs to be done really needs to be done before individuals set foot back on their home 
soil, because the mental mechanisms of depression, suppression, and denial are so great. And truly, once the air- 
craft wheels are in the well, things change greatly in terms of willingness to confront and to recall and to recollect. 
The further you get away from the combat zone, the more this repression and suppression takes place, and clearly, 
once you're in the arms of your loving family, nothing else matters, because that really reinforces the idea that the 
mission is done. So there's a real narrow window of opportunity. 

RG: A special category of deployment health is the Individual Augmentee (IA) population, typically sailors 
who augment Army units to meet staffing shortages. They usually go to their IA assignment on temporary 
or TAD orders and return to their parent command once they complete their assignment. In the process they 
leave their home station alone, join a unit of strangers, and return alone. Describe the IA situation you and 
psychologist LT Justin Campbell encountered in Afghanistan. 

RK: It was March of 2008. 1 got a call from the OIC of Task Group Trident, Bagram Theater Internment Facility, 
asking me if I could come up and do a mental health assessment. These weren't structured clinical interviews; 
this was population-based surveillance. We found the rate of PTSD was about 20%, which was even higher than 
ground combat infantry, higher than anything we'd ever seen, plus abysmal morale, a terrible sense of mission, 
significant medication requirements for sleep, anger at the leadership, absolutely no trust, no faith in the leader- 
ship. Basically, what Justin and I found was a failed command that was absolutely hurting sailors. We later did our 
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own investigation and looked at what little training was given to them. We had sailors for whom this was their first 
mission, E3s standing guard force duty, the toughest duty ever imaginable; E3s who didn't even know how to put 
their uniforms together, they were that new, and here they are in Army uniforms. 

RG: How did this encounter contribute to your understanding the IA situation? 

RK: Probably the single most important contribution, revelation, or mission in my (at that point) 25 years was 
identifying in the global war on terror the emergence of this individual called the "IA," Individual Augmentee. 
Basically it was an acknowledgement of the fact that the Navy needed to augment the Army for these critical roles. 
Yet Justin and I found that in the case of these IAs, because of the lack of social support, lack of camaraderie (in 
the case of the guard force), lack of training, lack of appropriate leadership; that the Navy was unknowingly con- 
tributing to psychiatric morbidity. It was not because people didn't care about sailors; it was because it's hard to 
understand what happens to a handful of sailors here, a handful of sailors there. It wasn't like whole units coming 
home, but individuals, particularly Reservists, who would come back and just sort of demobilize and we wouldn't 
hear from them again. 

I thought something was up when I heard of my third guard force suicide, and that was about the same time 
that Justin and I went to Afghanistan. I had known of three individuals who had committed suicide during this 
very tough mission. So I came home and was asked to debrief the CNO. The data was so horrific that all the senior 
leadership could do was hang their heads and say, "How could we let this happen?" They vowed to fix it, and the 
Navy has now created tremendous programs to support the IA, to train the IA. 

RG: In your current position at NiCOE you treat the sickest of PTSD and TBI wounded warriors. Does this 
get you down? 

RK: I don't really think of it as getting me down. This is what I do; this is who I am; this is the service I provide. 
I don't even think about it. Sometimes patients tell me stories that are so horrific that as they're getting tearful 
I get tearful along with them. These are events in people's lives that are the most difficult moments they'll ever 
have to deal with. But the bright side of that is that by sharing them, they're actually giving me a starting point, 
and it's something that we can move on from there. So it's not depressing; it's not tiring; it's not a drudgery. Every 
patient who comes here is coming here because they believe that we can help them and they want help. They 
want to feel better; they want to suffer less. Every patient who has left here has told us they were glad they had 
come. And it's not just me. I'm a very small piece of it. 

ABOUT THE INTERVIEWER 

COL Ginn is an oral historian with the Office of Medical History, Communications Directorate (M09B7), 
Bureau of Medicine and Surgery. He is the author of In Their Own Words: The 498th in Iraq (2003). 
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Remembering HMCM William Charette 

by HMCM (FMF) Mark Hacala, USN, Ret. 



■ 



President Eisenhower bestowing 
the Medal of Honor upon William 
Charette in 1954. With Charette's 
passing in March 2012, only two 
living Navy medical Medal of 
Honor recipients remain, Donald 
Ballard and Robert Ingram. 
BUMED Library and Archives 



Of the thousands of men and 
women who have worn the 
caduceus or red cross of the 
Navy Hospital Corps, many have dis- 
tinguished themselves in their efforts 
to care for wounded comrades. Of that 
number, a select few demonstrated a 
remarkable degree of determination 
that has placed them in the Corps pan- 
theon. One of those was Master Chief 
Hospital Corpsman Bill Charette. 

As a third class hospital corpsman 
in the Korean War, Charette earned 
the Medal of Honor for his actions. 
A career Sailor whose service contin- 
ued from the battlefield into the early 
days of nuclear submarines, Charette 
passed away on 18 March 2012. 

Bill Charette grew up in Ludington, 
MI, on the coast of Lake Michigan, 



and enlisted in the Navy as a hospital 
corpsman in 1951. He went through 
recruit training at Bainbridge, MD, 
followed by Hospital Corps School. 
He then gained practical experience 
while serving at the Naval Hospital 
Charleston, SC. Prior to transfer to 
the Fleet Marine Force, he spent four 
weeks of battlefield first aid training 
and four weeks of field Marine train- 
ing. 

Despite this conditioning for battle, 
there are some things you can only 
learn by experience. In a 1997 inter- 
view, Charette recalled, "My first ca- 
sualty, my unit was stringing barbed 
wire at night and we heard this explo- 
sion and thought it was incoming and 
someone started yelling, 'Corpsman!'" 
he said. Not recognizing the voice, he 
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nonetheless knew he was the only 
hospital corpsman there and pro- 
ceeded up the steep hill. At the top, 
he found two Marines who had been 
moving mines and one them slipped 
on one of them. "It taught me one 
thing," Charette continued. "If you 
run up a steep hill to treat some- 
body, by the time you get there, you 
cant treat them, so you're going to 
have to slow down whether you like 
it or not." 

Serving with the Marines could 
be difficult for some sailors, but 
Charette was up to the challenge. 
"I find that most corpsmen, when 
they serve with the Marines, think, 
If they can do it, I can do it,"' he 
said. And when you do, he contin- 
ued, "oddly enough, you win their 
respect." 

Even with his extensive medical 
training and determination, noth- 
ing could have readied him for 27 
March 1953. 

Three hilltop outposts in front of 
the main line of resistance in Korea 
—"Reno," "Carson," and "Vegas"— 
were each garrisoned by a platoon of 
Marines and a Navy hospital corps- 
man. On the evening of 26 March 
1953, a hailstorm of shells pounded 
the "Nevada Cities" outposts before 
some 3,500 Chinese troops assault- 
ed them, taking two of the three 
Marine positions. 

As the battle continued the next 
night, Charette's unit of the 7 th Ma- 
rines sought to regain Outpost Ve- 
gas. The young hospital corpsman 
was faced with numerous casualties 
amidst a murderous fire of small 
arms and mortars. While treating 
a badly wounded Marine, a Chinese 



grenade landed next to Charette 
and his patient. Knowing the casu- 
alty couldn't take this hit, Charette 
covered the grenade with his body, 
hoping his body armor would take 
the effect of the explosion. 

The grenade's blast was devastating. 
It knocked Charette unconscious, 
destroyed his Unit One medical 
bag, blew off his helmet, and bashed 
his face with metal fragments. This 
would have knocked even the most 
stalwart aid man out of commission, 
but remarkably, Charette continued 
to move across the field in search of 
the wounded. 

Absent medical supplies, the 
sailor used strips of his own cloth- 
ing to make bandages. One Marine 
was hit so badly that the shell blast 
ripped away his body armor. Cha- 
rette, aware of the risk to himself, 
removed his own flak jacket and 
placed it over his patient. In a final 
incident, he exposed himself to en- 
emy fire, risking his life for the sole 
purpose of getting a wounded Ma- 
rine to safety. 

This harrowing experience in 
Korea would have been enough of 
for most people. But not for Petty 
Officer Charette. He stayed in the 
Navy, sharing his hard-won experi- 
ence training new hospital corps- 
men at Great Lakes, IL. He then 
returned to operational service, this 
time taking a bold new step by join- 
ing the first generation of sailors in 
the nuclear submarine force. There, 
he served in several boats including 
USS Triton, commanded by CAPT 
Ned Beach (author of Run Silent, 
Run Deep), and the ballistic missile 
sub USS Sam Houston (SSBN-609) 



Gold Crew. 

As the only enlisted Navy Medal 
of Honor recipient on active duty, he 
was offered an extremely high honor 
in 1958— that of selecting the World 
War II remains for the Tomb of the 
Unknowns at Arlington National 
Cemetery. In a short but powerful 
ceremony aboard USS Canberra, 
Charette chose the honoree by the 
simple act of laying a wreath before 
the flag-draped casket of his choice. 

Eventually, Charette's days at sea 
would end and find him at Orlando, 
Florida's "boot camp." From there, 
on 1 April 1977, he would retire 
from the Navy as a master chief 
hospital corpsman with 26 years of 
service, an accomplishment in and 
of itself. 

In the coming years, Charette 
would receive a new honor to his list 
of accolades. On 30 April 1999, the 
Navy dedicated the naval hospital 
in Portsmouth, VA, as the "Charette 
Health Care Center" in Portsmouth. 
Personable and proud of his 
service in the Navy, Bill Charette 
summed up the true value of the 
service of Navy hospital corpsmen. 
"You want to know something? It's 
amazing... there are some people 
walking around somewhere that 
wouldn't have been here now unless 
we were there then." 

ABOUT THE AUTHOR 

Master Chief Hacala served for 30 
years as a hospital corpsman. He 
continues with the Navy in civil ser- 
vice as the historian and training of- 
ficer for the U.S. Navy Ceremonial 
Guard in Washington, DC. 
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Navy medical personnel (end of 1912) 

15 dentists, 1,234 hospital corpsmen, 130 nurses, 292 physicians 

Average strength of the Navy and Marine Corps 

61,897 

Admissions for disease (at Navy medical facilities ship and shore) 

30,764 (11,232 readmissions) 

Admissions for injuries (at Navy medical facilities ship and shore) 

5,203 

Total number of sick days to disease/injuries (for Marines and sailors) 

487,796 disease/ 98,093 injuries 

Navy Medicine and Humanitarian Assistance 

Following a serious earthquake in Turkey, Navy medical officers and corpsmen 
from USS Scorpion visited many of the afflicted villages relieving some of the injuries 
and starvation. After the Battle of Azua (first major battle in the Dominican War of 
Independence), Navy medical officers and hospital corpsmen established a field hos- 
pital where many of the wounded were dressed and necessary operations performed. 

Leading cause of deaths for sailors and Marines 

In 1912, there were more deaths by drowning (asphyxia ex submersione) than any 
other cause (57). Tuberculosis was the second most common cause of death (32). 
Unusual causes of death reported to the Bureau of Medicine included: inhalation of 
chloroform (self administered for relief of a headache), and one death by lightning 
(occurring at the Marine Corps Rifle Range in Winthrop, MD, on 2 June 1912) 

Navy Medical Shore Activities 

Navy Hospitals (17): Annapolis, MD, Brooklyn, NY, Chelsea, MA, Great Lakes, IL, 
Las Animas, CO, League Island (Philadelphia), PA , Mare Island, CA, Narragansett 
Bay, RI, Portsmouth (Norfolk), VA, Portsmouth, NH, Port Royal, SC, Puget Sound, 
WA, Washington, DC, and outside the continental United States in Sitka (Territory of 
Alaska), Canacao and Olongapo, The Philippines, and Yokohama, Japan. 
Note. Naval Hospital Pensacola was still on inactive status in 1912. 
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Dr. Emory Bryant, Father of the Navy Dental Corps 

BUMED Library and Archives 



BECOMING A NAVY DENTIST (1912) 

A Letter by Acting Assistant Dental Surgeon Emory Bryant, USN 



When the civilian dentist Emory Bryant, DDS, was appointed "Acting Assistant Dental Surgeon" in the Navy on 23 October 
1912, his mission was nothing more than to oversee the formation of the military services newest staff corps. The Act of Congress 
establishing the Dental Corps (on 22 August 1912) held that all Navy dentists appointed must be "trained in several branches of 
dentistry, of good moral character, of unquestionable professional ability" and "shall pass a satisfactory physical and professional 
examination" Per instruction of Navy Surgeon General Charles Stokes, Dr. Bryant was charged with the development of the ex- 
amination structure and protocol and creation of the Dental Corps Examination Board. 1 On 2 November 1912, Bryant outlined 
his recommendations in the following letter to RADM Stokes. 

*** 

Nov. 2nd, 1912 

Surgeon-General C.F. Stokes U.S.N. 

Washington, D.C. 

Sir: - 

In reply to your request for suggestions relating to the Dental Corps of the U.S.N. I have 

the honor to state as follow; 

1st. In regard to the examinations. 

That the examiners be assigned subjects as follows: 
Medical Officer-Physiology, General Anatomy, Chemistry, Physics and Bacteriology. Dr. Co- 
gan 2 - Oral Pathology, Dental Pathology and Therapeutics, Histology, Dental Materia Medica 
and Hygiene. Dr. Bryant- Operative and Mechanical Dentistry, Metallurgy, Orthodontia, Dental 
Anatomy and Anesthesia. 

I make this suggestion for the following reasons; vis That the Medical officer is of neces- 
sity, more familiar with the subjects I have assigned to his list, than it is possible for 
a dental practitioner to be, especially after being years out of college. His questions and 
the answers given by candidates would therefore be in the hands of the one most competent, 
not only to prepare the questions, but to understand the value of the answers. 

Dr. Cogan, having been a teacher in a dental college of necessity is more familiar with the 
subjects I assign to him in the list, thus competent to prepare the questions and understand 
the answers of the candidates thereto. To myself I have assigned those subjects with which 
I am more familiar, and upon which the success of the corps as dentists. 

I assume that you desire dentists as dentists and to do dental work, and that you have all 
required men for medical and general surgery that you desire, and that if you have not, you 
would call upon medical graduates and not dental to fill the deficiency. 



1. The Dental Examination Board first convened at the Navy Medical School in Washington, DC, on 9 December 1912. 

2. Prior to his appointment on 24 October 1912, Dr. William N. Cogan (1856-1943) was the dean of Georgetown Dental School. 



THE GROG 19 



2nd. That it is essential both to the candidate and to the examiner in the practical sub- 
jects of dentistry, that proper appliances and place to demonstrate be provided for the 
examinations . 

The candidate must do his practical work under the eye of the examiner or the examination 
is practically worthless. Provisions must be made for patients for filling operations, and 
if possible for the crowns, porcelain or gold. These could be obtained doubtless from mem- 
bers of the Marine Corps stationed in the city, the incentive being free work of a class 
not involved in the regulations. Impressions, plates, bridgework &ct [sic] ect [sic] , can 
be demonstrated on models and do not require patients. 

3rd. All questions and answers should be in writing to serve as a base for future exami- 
nations, so that changes may be made to meet conditions found, modifications, increase or 
decrease of requirements. This also serves as a check upon complaints as fairness. 

4th. That statements of the preliminary and educational requirements of the candidate should 
be filed along with the Diploma of the Dental College from which he graduated, with his 
application for appointment, but not passed upon until after the completion of the profes- 
sional examinations, and these statements should be under oath. Of course, the physical 
examination will precede all others. 

5th. The board of examiners should meet previous to the examinations for conference. I think 
this covers the major details, and the board can attend to the minor in administration. 

I desire to call your attention [to] the fact that in dentistry, those subjects known as 
"collateral" are used and referred to but in a general way once the man is admitted to prac- 
tice, and not being a matter of constant reference, is not retained to that extent usual with 
medical practitioners , therefore an allowance should be made for each year the candidate has 
been in practice. The fact that dentistry as practiced today is to a great extent mechanical, 
that its practical results are along this line, should also be taken into consideration. In 
regard to the equipment of the dental office, the appliances and general conditions of the 
office should be such as to obtain the greatest amount of work and efficiency possible, in 
consideration of the expense of the services of the dentist. By that I mean, that the pay 
will average about $1.50 cts per hour (working hour) and it is obvious if proper appliances 
will double his efficiency, the difference in cost of the original outfit of a restricted 
nature and one that will be required eventually, the latter would pay for itself and more 
too, the first year. 

Very respectfully submitted, 




A.A. Dental Surgeon, U.S.N. 
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Instructions for Candidates for Appointment as Dental Surgeons, U.S. Navy 

7 December 1912 

Naval Examining Board 
U.S. Naval Medical School 
Washington, DC 

Each candidate should read all of these instructions. The written examination will begin 
with : - 

A Letter to the Boards . 

1. The date and place of birth, school, institution or college at which he received his gen- 
eral education, the several branches studied, including his knowledge of literature and of 
the ancient and modern languages, the exact title of the dental school, or schools at which 
he received instruction, and if an alumnus the date of graduation, the name and residence 
of his preceptor, the time he commenced the study of dentistry, also the titles of the text 
books studied or read in the various branches . 

2. The opportunities he has had of engaging in the practice of dentistry, clinical instruc- 
tion, if he has engaged in private practice, a statement is requested on where, and for how 
long a period. Any educational positions held should be mentioned. 

3. In closing your letter make a statement of your home address. 

Written Work. 

1 . When you have finished writing the answer to a question see that each page is properly 
numbered, then sign your name in full giving your titles and address. 

2. Date each question as finished, one line below the name and to the left margin of the 
page. 

3 . Do not fold. 

General Instructions . 

1. Be here and ready to start work promptly at 9:00 a.m. 

2. One hour will be given at noon, or as soon thereafter as practicable, for lunch, etc. 
Work is then resumed until about 4:30 p.m. 

3. New questions will be issued only after all candidates in the class have turned in their 
papers . 

4. The examination requires from one to two weeks. The average examination ought to be 
completed in eight working days . 

5 . Although there is no time allowance it is expected that all written work will done as 
rapidly as is consistent with full and concise replies. However, important points should 
not be sacrificed in trying to condense work. 

6. Orthography, neatness, punctuation, use of capitals, and grammar are considered through- 
out the examination in relation to aptitude for the service. 
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7. With permission of the Board a candidate is allowed to withdraw from the examination 
at any time. 

8. Necessary information relating to any part of the examination can be obtained 
through the clerk of the Board who will attend to all such requests . 

9. Smoking and talking in the Board Room are not allowed. 

Examination . 

The written examination will be conducted in the following order when practical :- 

1 . Dental Anatomy 

2. Dental Physiology 

3 . Operative Dentistry (theory) 

4. Prosthetic Dentistry (theory) 

5 . Oral Surgery 

6. Orthodontia 

7 . Metallurgy 

8 . Dental Materia Medica 

9. Dental Pathology 

10. Dental Bacteriology 

11 . Anatomy 

12. Histology 

13 . Physiology 

14. Physics 

15 . Chemistry 

The practical examination may take place at any time during the session, at a place desig- 
nated . 

The subjects will be:- 

1 . Practical Operative Dentistry 

2 . Practical Prosthetic Dentistry 

The oral examination like the practical may take place at any time during the session and 
will embrace the above subjects and the general education of the candidate. 

When the examination is completed each candidate is informed of the result in his case. 

SOURCES 

Bryant to Charles Stokes. "Examining Navy Dentists" (dated 2 November 1912). Letter 125420. 
General Correspondence. BUMED Record Group (RG 52). National Archives. 

"Instructions for Candidates for Appointment as Acting Assistant Dental Surgeons, U.S. Navy" (dated 7 December 1912). 
General Correspondence. BUMED Record Group (RG 52). National Archives. 
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The Saga of Old Ben; 
or Dr. Benjamin Rush Moves to USUHS 



With the Bureau of Medi- 
cine and Surgery's de- 
parture from its Hilltop 
in Foggy Bottom this summer, we 
find ourselves saying good-bye to 
an old friend. Roland Hinton Per- 
ry's bronze likeness of Dr. Benjamin 
Rush has stood watch for 108 years 
of Navy medical history from his 
limestone perch on the north side 
of this campus. He has seen the dis- 
establishment of the Naval Museum 
of Hygiene in 1905, and the reloca- 
tion of the Naval Medical School 
and Naval Hospital Washington, 
DC, to Bethesda, MD, in February 
1942. He has welcomed the Bu- 
reau of Medicine and Surgery here 
in August 1942 and 70 year later 
stands witness to its transition to the 
former Raytheon complex in Fall 
Church, VA. Although Dr. Rush 
has remained silent on the subject, 
he too has found a new home. In 
June 2012, the statue will move to 
the Uniformed Services University 
of the Health Sciences (USUHS). 

The Nation's first monument to 
the colonial-era physician, pam- 
phleteer, and signer of the Declara- 
tion of Independence has not always 
been accessible to those outside the 
government and many people do 
not even know it exists. This hid- 
den memorial has also been very 
coveted over the years. During the 
Kennedy Administration, Secretary 
of the Interior Stewart Udall once 
proposed moving the statue to 18th 
and Pennsylvania Avenue in Wash- 
ington, DC (an area that was later 



dedicated to the memory of jour- 
nalist Edward R. Murrow). In 1975, 
Dickinson College — one of three 
schools co-founded by Dr. Rush- 
sought Congressional support in 
transferring the statue to their cam- 
pus. Almost 30 years later, Trustees 
of the institution paid for a cast copy 
of the statue, which now sits at the 
College's historic quadrangle. And 
in 1976, the Uniformed Services 
University of the Health Sciences 
(USUHS) in Bethesda, MD, began 
their quest for the statue, over the 
years garnering support from Secre- 
tary of the Navy J. William Mitten- 
dorf, and former Surgeons General 
VADM Donald Custis and VADM 
James Zimble. 

With the Navy's departure from 
the Hilltop and the painful fact that 
BUMED would not be able to take 
the statue to Falls Church, the Office 
of Medical History in concert with 
the statue's "owner," the Navy Art 
Museum, sought a solution to keep 
it in the purview of military medi- 
cine. With the choices available, it 
was determined that USUHS would 
be a fitting place for a statue of an 
old professor of medicine. The stat- 
ue will remain on federal ground, 
under federal control, and remain 
within the Navy collection. 

One cannot deny that there can 
be few inspiring examples set before 
the students of USUHS than a statue 
of Dr. Benjamin Rush— an educator 
who taught so many of our repub- 
lic's first Army and Navy physicians. 
byABS 
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